Introduction {#sec1}
============

Depression is predicted to become the leading cause of disease burden in 2030 ([@ref31]). In many cases, depression is a recurrent or chronic condition, and number of previous depressive episodes predict relapses ([@ref16]). An important question regarding the effectiveness of psychotherapy therefore concerns its long-term effect, especially given depression's high rates of recurrence.

It is very important to improve treatment outcomes for depression, as less than one-third of patients recover at post-treatment, and relapse rates are estimated to be 50% after 2 years ([@ref7]). Given the modest initial response to treatment and high relapse rates after treatment, there is a need to develop treatments with higher immediate and sustained effects. Metacognitive therapy (MCT; [@ref33]) could be a promising alternative. MCT is based on the self-regulatory executive function model (S-REF; [@ref37], [@ref38]). In this model, depression is understood as a consequence of perseverative thinking styles (especially rumination and worry) and other unhelpful self-regulation strategies. This style of thinking and behaving is called the cognitive attentional syndrome (CAS) and is controlled by positive and negative metacognitive beliefs, as well as maladaptive executive control of attentional processes ([@ref37]). The metacognitive model is supported by data from cross-sectional and longitudinal studies of the effects of rumination and metacognitions on depressive symptoms (e.g., [@ref25]; [@ref28]). Similarly, a meta-analysis indicated that rumination is a maladaptive emotion-regulation strategy across disorders, including depression ([@ref1]). Rumination seems to exacerbate negative mood and could trigger and prolong depression (e.g., [@ref20]). MCT could therefore be beneficial for people with depression as suggested by several treatment studies with recovery rates ranging around 70--80% (e.g., [@ref35], [@ref36]; [@ref8]; [@ref11]; [@ref21]).

The current study is a follow-up of our randomized wait list controlled study that investigated the efficacy of MCT for depression ([@ref11]). Thirty-nine patients with depression were randomly assigned to immediate MCT (10 sessions) or a 10-week wait list period (WL). The WL group received 10 sessions of MCT after the waiting period. Results showed that 70--80% were recovered at post-treatment and 6-month follow-up ([@ref11]). The treatment was also associated with large reductions in interpersonal problems, even though MCT does not directly target such problems ([@ref30]). At 1-year follow-up (intent-to-treat analyses), 34 of the 39 patients participated and 67% were classified as recovered, 10% improved, and 23% were unchanged ([@ref13]). Treatment response was associated with reductions in rumination, worry, and metacognitive beliefs as predicted by the metacognitive model.

Compared with traditional cognitive-behavioral therapy (CBT), MCT has a different perspective on the psychological factors that maintain depression. CBT is the recommended treatment for unipolar depression ([@ref6]), but relapse rates have ranged from 40 to 60% within a period of 2 years (e.g., [@ref14]; [@ref32]). In a recent CBT trial, those who were offered adjunctive CBT had fewer depressive symptoms and were more likely to fulfill criteria for remission (28 vs. 18%) at long-term follow-up ([@ref39]). However, as the authors noted, the trial also reminds us that pharmacotherapy and CBT do not provide a complete solution as the mean score on the Beck Depression Inventory (BDI) was 19 at 3--5 year follow-up.

There are also critical issues related to evaluation of long-term treatment effects for depression trials that need to be addressed ([@ref32]). Several studies only report static time point assessments (assessment focusing on symptoms during the past month and not the entire follow-up period). This leaves gaps in assessment time during which relapses may have gone undetected (e.g., patients who relapse but then remit). Studies with assessment strategies leaving gaps have lower relapse rates, as do studies with shorter follow-up periods, and those using only instrument cut-off values for defining relapse ([@ref32]). The authors also noted that very few studies reported on retreatment during the follow-up period. It is therefore important to address these topics in long-term follow-up studies.

At present, we know little about the effects of MCT on work outcomes and quality of life. This is an important area because the socioeconomic aspect of depression is relevant in assessing long-term recovery. Anxiety and depression are in fact the largest contributors to lost working years among mental disorders in Norway ([@ref17]), and individuals given disability benefits for a mental disorder are younger than individuals given disability benefits for other reasons. Therefore, there has been a call that studies should aim to improve interventions for common mental disorders, with the aim to help patients return to work, and address how to maintain these effects over time ([@ref22]).

In the present study, we therefore report 3-year follow-up data for participants treated with MCT for depression. Therapy should ideally help patients develop adaptive coping mechanisms and enable them to deal with adverse life events, thereby preventing or delaying relapse or attenuating the severity and duration of future depressive episodes. This study is the first to investigate the 3-year effect of MCT for depression. To overcome important gaps in the current MCT outcome literature, we aimed to assess longer term outcomes in depression and a wider range of outcomes such as return to work and life satisfaction in addition to mechanism variables. Despite the recurrent nature of depression, our main hypothesis was that the majority of the treated patients would still be recovered at 3-year follow-up. This was based on high initial responder rates and documented modification of metacognitive beliefs in the previous trial ([@ref11]; [@ref13]) as well as the positive effects of MCT on recurrent and persistent depression in particular ([@ref35], [@ref36]; [@ref40]).

Methods {#sec2}
=======

Participants and Procedure {#sec3}
--------------------------

The trial was registered at [ClinicalTrials.gov](http://ClinicalTrials.gov) (NCT01608399) and ethical approval was obtained from the Regional Medical Ethics Committee in Norway (ref.nr. 2011/1138).

To be included in the study, patients had to be 18+ years and fulfill DSM-IV criteria for primary unipolar depression (including both single episode and recurrent depression). Exclusion criteria were: psychosis, suicidality, post-traumatic stress disorder (PTSD), cluster A or B personality disorder, substance dependence, and patients could not receive other therapies during the intervention. Participants were consecutively referred to the project, which took place at a university outpatient clinic. In all, 105 people were interviewed for eligibility and 63% of these were excluded. Reasons for exclusions were primarily having other primary diagnoses. Eight had no diagnosis, five had subclinical depression, and two were excluded due to somatic disease. Included participants were randomly assigned to begin 10 sessions of MCT immediately or after a 10-week wait period with subsequent 10 sessions of MCT. For the current study, we combined the two treatment conditions as both groups had been treated with MCT.

Treatment followed the MCT manual for depression ([@ref33]). Treatment consisted of case conceptualization and socialization to the model, learning to recognize rumination triggers, the Attention Training Technique, challenging beliefs about uncontrollability of rumination, challenging negative metacognitive beliefs about the danger and negative consequences of rumination, challenging positive metacognitive beliefs, eliminating maladaptive coping strategies (including avoidance), and finally relapse prevention including development of a therapy blue print.

Four therapists, all of whom were clinical psychologists trained in MCT (at the MCT-institute), delivered therapy. The originator of MCT (AW) supervised treatment based on videotaped recordings of the sessions and translated by bilingual therapists. In addition, the therapists met every second week for peer supervision. There were no therapist effects observed on BDI at 3-year follow-up, *F*(3, 33) = 1.24, *p* = 0.31. The assessment team consisted of two psychology graduate students trained in conducting clinical interviews.

Measures {#sec4}
--------

A diagnostic interview using the Structured Clinical Interview for the DSM-IV axis-I (SCID-I; [@ref9]) was used to assess presence of axis-I disorders at follow-up. The assessment team did not use the entire interview, but selected parts of the interview based upon the patients' diagnoses at pre-treatment. SCID-II interviews were not undertaken.

The assessment team also interviewed patients using the Hamilton Rating Scale for Depression (HRSD-17; [@ref12]) to assess severity of depression. The HRSD-17 uses a 0 (absence of symptoms) to 4 (severe symptoms) scale. A total score between 0 and 6 indicates no depression, 7--17 mild depression, 18--24 moderate depression, and scores above 24 indicate severe depression.

The Beck Depression Inventory (BDI; [@ref5]) is a 21-item self-report depression inventory. Each item is rated on a 0--3 scale. A BDI total score of 0--9 indicates no depression, 10--18 mild depression, 19--29 moderate depression, and 30--63 severe depression.

Return to work outcomes were also collected. The assessment team interviewed participants regarding their work status. Work status was coded accordingly: full-time work (100% full paid work), part-time work (less than 80% paid work), full-time student (100% studies), part-time student (taking less than 30 ECTS-credits per semester), and social benefits (unemployment or disability benefits). Patients that were taking part-time studies in addition to 100% work were coded as full-time work, and students working part-time along with their studies were coded as full-time students. One patient worked 80% by choice, which was coded as full-time work.

The Beck Anxiety Inventory (BAI; [@ref3]) is a 21-item self-report inventory assessing anxiety symptoms. Each item is rated on a 0--3 scale. A BAI total score of 0--7 indicates minimal anxiety, 8--15 mild anxiety, 16--25 moderate anxiety, and 26--63 severe anxiety.

The Ruminative Response Scale (RRS; [@ref19]) was used to assess levels of depressive rumination. The RRS has 22 items rated on a 1--4 scale where higher scores indicate higher levels of rumination.

The Positive Beliefs about Rumination Scale (PBRS; [@ref24]) was used to assess beliefs concerning possible benefits of rumination. The PBRS has nine items using a 1--4 scale where higher scores indicate more positive beliefs about rumination.

The Negative Beliefs about Rumination Scale (NBRS; [@ref23]) was used to assess beliefs about uncontrollability and harm of rumination as well as its interpersonal consequences. The NBRS has 13 items using a 1--4 scale where higher scores indicate more negative beliefs about rumination.

The Metacognitions Questionnaire-30 (MCQ-30; [@ref34]) is a generic questionnaire used to assess dysfunctional metacognitions according to metacognitive theory. The MCQ-30 has 30 items using a 1--4 scale, with higher scores indicating more maladaptive metacognitions.

The Penn State Worry Questionnaire (PSWQ; [@ref18]) was used to assess worry. The PSWQ has 16 items rated on a 1--5 scale, with higher scores indicating higher levels of worry.

The Inventory of Interpersonal Problems (IIP-C; [@ref2]) maps different types of interpersonal problems (domineering, vindictive, cold, socially avoidant, non-assertive, exploitable, nurturant, and intrusive). Example items from the IIP-C include "It is hard for me to join in on groups" and "I try to control others too much." The items are scored on a 0 (not at all) to 4 (extremely) scale. The IIP-C total score represents a global score of interpersonal problems.

Negative life events: The assessment team interviewed patients about negative life events and asked open ended questions at first whether they had experienced any negative life events in the past 3 years. After the open-ended question, patients were asked specifically whether they had experienced any negative life event with respect to education/work, diseases, death of loved ones, relationships, judicial, and economy. Responses were coded dichotomously as having or having not experienced a significant negative life event as well as what type of life event it was.

Life satisfaction ratings: A set of items rated on a 0--100 scale was used to assess different aspects of quality of life. The assessment team interviewed patients by asking them how satisfied they were with their physical activity, diet, family functioning, social functioning, leisure time, and their view of their own future. In addition, the assessment team rated patients using a general assessment of functioning (GAF; both for symptoms and function) after finishing the interview.

Statistical Analyses {#sec5}
--------------------

Data were analyzed according to the intention to treat (ITT) protocol. There were five patients lacking follow-up data. These were replaced using the expectation-maximization method, except for return to work data, which used last observation carried forward for these five patients (post-treatment work status).

We report recovery rates based on several different criteria, as a range of criteria have been used in the literature: the first method for estimating recovery was based on [@ref10] where recovery was defined as no longer meeting diagnostic criteria for depression and scoring less than or equal to eight on the BDI. The second method for estimating recovery was based on the HRSD-17 and involved scoring seven or less on this interview. The third method for assessing recovery was based on [@ref15], with a cut-off point of 14 and reliable change index of 8.46 (i.e., a change of at least 9 points) on the BDI ([@ref26]). Patients were coded as improved if they only met one of these two criteria. The last method for assessing recovery was based on the 50% improvement (on BDI) criterion as used in some related studies (e.g., [@ref39]).

Results {#sec6}
=======

Preliminary Analyses {#sec7}
--------------------

Of the original 39 patients (of which two never started treatment) enrolled in the study, 31 attended the follow-up interview, three completed only self-report questionnaires, and we were unable to contact five of the patients. There were no significant differences in BDI scores at follow-up between patients who received MCT immediately and those who did so after a 10-week waiting list period, *t*(37) = 1.24, *p* = 0.22.

The eight people who did not attend the follow-up interview were compared with the 31 people who did. There were no significant differences in depressive symptoms between these two groups at pre-treatment (*p* = 0.69 and *p* = 0.75) or post-treatment (*p* = 0.33 and *p* = 0.63) as measured with the primary outcome variables (HRSD-17 and BDI respectively). Only BDI scores were available at 6-month and 1-year follow-up. There was no significant difference at 6-month follow-up, *t*(37) = 0.72, *p* = 0.47, nor at 1-year follow-up, *t*(37) = 1.22, *p* = 0.23, between these two groups.

There was no difference between sexes on BDI score at 3-year follow-up, *t*(37) = 1.23, *p* = 0.23 (nor at any other time of assessment). Furthermore, there was no significant correlation between age and BDI at 3-year follow-up, *r* = 0.06, *p* = 0.74 (nor at any other time of assessment).

Changes in Symptoms and Beliefs {#sec8}
-------------------------------

There were large reductions in symptoms and related metacognitive beliefs from pre-treatment to follow-up. The largest effect sizes were found for symptoms of depression and rumination. A summary of these changes is displayed in [Table 1](#tab1){ref-type="table"}. The results showed reductions in symptoms of depression, anxiety, worry, rumination, negative beliefs about rumination, positive beliefs about rumination, interpersonal problems, and generic metacognitive beliefs. Results were stable from post-treatment to follow-up assessments.

###### 

Changes in symptoms and beliefs from pre-treatment to 3-year follow-up (*N* = 39).

          Pre     Post    6-month   1-year   3-year                                           
  ------- ------- ------- --------- -------- -------- ------- ------- ------- ------- ------- ------
  HRSD    19.92   3.58    5.33      6.54     n.a.     n.a.    4.97    4.66    3.60            
  BDI     27.38   6.21    6.64      8.04     8.21     9.45    8.26    8.52    6.88    6.53    3.22
  BAI     20.92   9.25    4.85      7.22     7.00     9.57    7.21    9.20    6.50    6.18    2.26
  RRS     59.38   7.56    31.00     9.75     32.15    10.32   32.10   10.62   32.03   9.28    3.23
  IIP-C   1.62    0.43    0.87      0.64     0.89     0.60    0.87    0.54    0.85    0.55    1.56
  NBRS    28.77   6.03    18.03     4.63     17.79    4.37    17.49   4.64    17.47   3.94    2.22
  PBRS    20.21   6.53    11.03     3.70     11.51    4.03    11.54   4.42    11.06   3.24    1.78
  MCQ     2.26    0.34    1.47      0.35     1.47     0.37    1.44    0.36    1.42    0.28    2.70
  PSWQ    58.00   10.26   37.97     10.76    39.13    12.43   38.90   11.77   38.94   13.62   1.58

*HRSD, Hamilton rating scale for depression-17; BDI, Beck depression inventory; BAI, Beck anxiety inventory; RRS, Rumination response scale; IIP-C, Inventory of interpersonal problems; NBRS, Negative beliefs about rumination scale; PBRS, Positive beliefs about rumination scale; MCQ, Metacognitions questionairre-30; PSWQ, Penn state worry questionnaire. Cohen's d was calculated for pre-treatment to 3-year follow-up using pooled standard deviations*.

Diagnoses {#sec9}
---------

At pre-treatment, 79.5% had a recurrent depression diagnosis and 20.5% had a single depressive episode diagnosis. Comorbidity within the sample was as follows at pre-treatment: 16 patients had one additional axis-I disorder (10 had GAD, two panic disorder, one social phobia, one hypochondriasis, one trichotillomania, and one eating disorder not otherwise specified), one patient also had a second comorbid axis-I disorder (binge-eating disorder).

Patients' pre-treatment diagnoses were re-assessed at 3-year follow-up. Only three patients met criteria for clinical diagnoses: one had a depression diagnosis and two had primary GAD. The patient diagnosed with depression (and presenting with a BDI score of 32) was one of the patients who never started MCT treatment but chose to start treatment at another clinic instead. This patient also had a secondary diagnosis of GAD. The two other patients were given GAD diagnoses and one of them had a secondary depression diagnosis (BDI score of 17). The patient who was given a GAD diagnosis only had not experienced any depressive episodes since treatment termination and had a BDI score of 10.

There was no significant difference in 3-year follow-up BDI scores for patients with and without comorbid disorders as assessed at pre-treatment, *t*(37) = 1.39, *p* = 0.17. Similarly, pre-treatment axis-II disorders (13 patients) were not related to poorer outcome at follow-up, *t*(37), = 1.70, *p* = 0.10. Axis-II disorders were not assessed at follow-up. We also investigated whether being diagnosed with recurrent depression (*n* = 33) at pre-treatment was associated with worse prognosis than having only one single episode (*n* = 6). Although BDI scores at follow-up were slightly higher for the recurrent depression group \[7.5 (6.8) vs. 3.3 (3.2)\], a repeated measures ANOVA with Greenhouse-Geisser correction did not find any significant time×condition effect (*p* = 0.17). All six patients with a single episode of depression were recovered, while for the recurrent group 27 were recovered, five improved, and one unchanged. Participants scoring above 30 on BDI (severe symptoms) at pre-treatment had lower likelihood of being recovered (Frank's criteria) at 3-year follow-up, *χ*^2^ = 5.8, *p* = 0.016. However, this trend was not evident for patients scoring above 24 on the HRSD-17, *χ*^2^ = 0.40, *p* = 0.53.

Recovery at 3-Year Follow-Up {#sec10}
----------------------------

Four different methods were used for assessing recovery rates. When using the [@ref15] method for clinically significant change, 84.6% were classified as recovered, 12.8% were improved, one patient showed no change, and none of the patients had deteriorated. When using the 50% improvement in symptoms criterion, 97.4% were classified as recovered. When using [@ref10] criteria, 69.2% were recovered, 28.2% were improved (no longer any depression diagnosis), while one patient was unchanged. The fourth method for assessing recovery was a score of seven or less on the HRSD-17. A total of 79.5% were classified as recovered using this method. In summary, recovery rates ranged from 69.2 to 97.4%, while the proportion of unchanged patients ranged from 2.6 to 20.5%. A summary of the different recovery rates is displayed in [Table 2](#tab2){ref-type="table"}.

###### 

Results of different methods for assessing recovery at follow-up.

                 CSC         50% BDI reduction   BDI ≤ 8 + no diagnosis   HRSD ≤ 7
  -------------- ----------- ------------------- ------------------------ -----------
  Recovered      33 (84.6)   38 (97.4)           27 (69.2)                31 (79.5)
  Improved       5 (12.8)    --                  10 (25.6)                --
  No change      1 (2.6)     1 (2.6)             2 (5.1)                  8 (20.5)
  Deteriorated   0           --                  --                       --

*CSC, Clinically significant change; BDI, Beck depression inventory; HRSD, Hamilton rating scale for depression. Recovered for the CSC category was defined as a score of 14 or less and a 9-point change on BDI, while the improved category was defined as 14 or less or a 9-point change on BDI. Frank's criteria for improvement was defined as having no diagnosis of depression (but not meeting criteria for eight points or less on the BDI)*.

Relapse Rates at 3-Year Follow-Up {#sec11}
---------------------------------

We defined relapse in different ways. First, in relation to experiencing another depressive episode following treatment. We also examined the number of recovered patients no longer meeting criteria for recovery at 3-year follow-up.

The assessment team investigated depressive episodes since treatment termination in 30 of the patients. The majority of patients had not experienced any new depressive episodes (*n* = 18, 60%). However, five patients reported having experienced one depressive episode. Furthermore, three patients reported two episodes, two patients reported three episodes, and two patients reported four depressive episodes. Patients who had experienced new episodes had higher BDI scores at follow-up (10.7 \[8.1\] vs. 4.8 \[5.3\]) compared to patients without any new episodes, *t*(28) = 2.42, *p* = 0.02. There was also a non-significant trend toward a higher post-treatment score (9.9 \[10.0\] vs. 3.8 \[5.7\]) among patients who relapsed, *t*(28) = 1.93, *p* = 0.07.

We also investigated changes in recovery rates from post-treatment to 3-year follow-up. When using the [@ref10] criteria for recovery, 26 patients were recovered at post-treatment. Four of these 26 patients (15%) were no longer recovered at 3-year follow-up. Among the 13 patients that were not recovered at post-treatment, five were now recovered (38%), while eight were still not recovered. However, the majority of patients showed improvement as only two patients were classified as having no change.

When using the HRSD-17 criteria for recovery (scoring seven or below), a total of 28 patients were recovered at post-treatment. Three (11%) of these were not recovered at 3-year follow-up. Among the 11 patients that were not recovered at post-treatment, six (55%) were recovered at 3-year follow-up. In summary, the static relapse rates ranged from 11 to 15%. No suicides or suicide attempts were reported in the follow-up period.

Return to Work Outcomes {#sec12}
-----------------------

At pre-treatment, 12 patients worked full time, eight were students (some of which had part-time jobs), six worked part time, while 13 were unemployed or received social or welfare benefits. At 3-year follow-up, 26 had full-time work, eight were full-time students, and five patients received benefits. Of the 13 patients who received benefits at pre-treatment, eight were now in full-time work. Patients receiving benefits at follow-up had higher BDI scores (*M* = 14.55, SD = 10.59) at follow-up than patients in full-time work (*M* = 5.91, SD = 5.07) and students (*M* = 5.23, SD = 5.20), *F*(36, 2) = 4.78, *p* = 0.014.

Other Treatments in the Follow-Up Period {#sec13}
----------------------------------------

Of the 31 people who attended the interview, 23 (74%) had not received any psychotherapy since treatment termination. One patient had been in treatment for trichotillomania, one had two sessions of psychodrama, and six patients had been to sessions with a psychologist/psychiatrist. Patients who had sought out treatment had a higher BDI follow-up score (12.4 \[8.4\] vs. 5.6 \[5.9\]) compared to patients who had not been in additional therapy, *t*(29) = 2.48, *p* = 0.02. In fact, the re-treatment group also had higher BDI scores at pre-treatment (*p* = 0.03), post-treatment (*p* = 0.01), 6-month follow-up (*p* = 0.04), and 1-year follow-up (*p* = 0.02).

At pre-treatment, three patients were taking SSRIs, and nine had previously been treated with SSRIs. When assessed at follow-up, 25 reported that they had not used SSRIs, five had tried or were still using SSRIs in the follow-up period, and one had quit using anti-depressants after the trial. The five patients using SSRIs at follow-up had higher BDI scores (14.2 \[11.7\] vs. 6.1 \[5.3\]) compared to those not using such drugs, *t*(29) = 2.53, *p* = 0.02. These five patients had also been diagnosed with recurrent depression at pre-treatment.

Negative Life Events Since Treatment Termination {#sec14}
------------------------------------------------

Negative life events were also investigated in this sample. Nine people reported no serious negative life events during the 3-year period. However, 21 (70%) had experienced challenging events (some had multiple events): 13 had experienced serious illness/death in their family, one had financial difficulties, 10 had problems with their family (e.g., separated/divorced or family conflict), five had experienced conflicts at work, and one patient reported being subjected to a criminal offense. Patients experiencing negative life events did not report different BDI scores at follow-up compared to patients who reported no significant life events, *t*(28) = 0.82, *p* = 0.42, and number of negative life events was not associated with experiencing new depressive episodes, *t*(26) = 0.68, *p* = 0.50.

Life Satisfaction Ratings {#sec15}
-------------------------

Patients' self-reported quality of life was assessed using a range of subjective 0--100 scale questions (0 -- very dissatisfied, 100 -- very satisfied) and GAF-symptom and GAF-function ratings. They were asked how satisfied they were with their physical activity, diet, family, social life, leisure activities, and their view of the future. Most scores were in the 70's, while physical activity had the lowest mean score of 62. A summary of these scores is provided in [Table 3](#tab3){ref-type="table"}. These quality of life indicators showed a moderate to strong negative correlation with depression scores at follow-up.

###### 

General assessment of functioning and life satisfaction ratings (0--100) and their relationship with depressive symptoms.

  ---------------------------------------------------------------------------
                                  *M*     SD      Min   Max   BDI\    HRSD\
                                                              *r*     *r*
  ------------------------------- ------- ------- ----- ----- ------- -------
  **Assessment of functioning**                                       

  GAF-symptoms                    74.23   10.97   51    95    −0.76   −0.77

  GAF-function                    79.96   8.60    60    91    −0.80   −0.82

  **Satisfaction ratings**                                            

  Physical activity               62.03   20.19   0     100   −0.39   −0.35

  Diet                            74.53   12.10   40    100   −0.63   −0.45

  Family                          72.97   17.91   25    100   −0.48   −0.47

  Social                          72.03   21.08   0     100   −0.59   −0.49

  Leisure activities              68.91   19.08   0     100   −0.37   −0.40

  Optimism for the future         77.50   16.10   40    100   −0.56   −0.60
  ---------------------------------------------------------------------------

*GAF, Global assessment of functioning; HRSD, Hamilton rating scale for depression; BDI, Beck depression inventory. All items rated using a 0--100 scale. All correlations were significant, p \< 0.01*.

Discussion {#sec16}
==========

The main aim of the current study was to explore symptom outcomes and general functioning 3 years after completing 10 sessions of MCT for depression. A total of 31 patients attended follow-up interviews, three provided only self-report data, while we were unable to contact five patients (*N* = 39). Therefore, we had complete data on 87% of all patients enrolled in the study. The patients not attending follow-up interviews were not different from those attending with respect to symptoms at post-treatment or short-term follow-up. This suggests that there is little indication of selection bias in the current study. The long-term results were encouraging. Only one patient fulfilled diagnostic criteria for major depression at 3-year follow-up while two were diagnosed with GAD. Symptom severity at 3-year follow-up was comparable for patients with and without comorbidity at pre-treatment. The majority of patients (60%) had not experienced any depressive episodes in the 3-year follow-up period, but 40% reported having experienced at least one new episode. There were large reductions in symptoms and beliefs since pre-treatment, and recovery rates ranged from 69 to 97% depending upon criteria used. Furthermore, static relapse rates were low (11--15%, *n* = 3--4) as defined by being classified as recovered at post-treatment but not at follow-up, and 38--55% (*n* = 5--6) of patients not recovered at post-treatment were recovered at 3-year follow-up. Patients may have learned adaptive beliefs and skills during treatment that helped them to overcome recurrent depressive episodes after treatment, as 70% had experienced negative life events during the 3-year follow-up period without detected deterioration or relapse.

The results showed large reductions not only in depressive symptoms, but also in anxiety, rumination/worry, interpersonal problems, and dysfunctional metacognitions that were maintained at 3-year follow-up. Also, treatment outcomes were similar for patients with and without comorbidity. This could suggest that MCT has high transdiagnostic utility. The positive treatment outcome was also supported by the return to work outcomes and quality of life ratings. Eight of 13 patients initially on benefits were no longer receiving benefits.

Similar studies that have examined the long-term effect of psychotherapy for depression have reported recovery rates at 18-month follow-up ranging from 19 to 30% ([@ref27]), and relapse rates from 40 to 60% within a period of 2 years ([@ref14]; [@ref32]). The meta-analysis of [@ref32] showed that relapse rates increased for studies with longer follow-ups and for studies not leaving gaps in the follow-up period. In the current study, post-treatment recovery rates were high (70--80%). Forty percent reported a new depressive episode during the follow-up phase and the static relapse rate was 11--15%. In a related SSRI/CBT trial, the mean score on BDI was 19 at 3--5 year follow-up ([@ref39]). In comparison, the mean BDI score in the current study was 6.9. This promising result warrants a replication of long-term effects in a randomized controlled trial comparing the reported long-term effects of MCT with other evidence-based therapies, as there are likely to be differences in sampling and recruitment across studies that challenge the validity of simple comparisons.

The meta-analysis by [@ref32] also highlighted the fact that few studies report incidents of retreatment. In the current study, 26% had sought out other treatments since completing the study and some for other problems than depression. A potential trigger for reoccurring depressive episodes could be negative life events and 70% of patients reported one or several negative life events following treatment. However, negative life events were not related to depression severity or relapse at follow-up. Another risk factor for relapse is the number of previous depressive episodes, but follow-up scores were not significantly different for patients who had recurrent depression compared to patients with only one single episode.

Some of the strengths of this study include detailed long-term assessment, high participation rate, and positive treatment outcomes. However, the study also suffers from limitations. Results could be attributed to other factors such as sample characteristics or therapist effects. Future randomized controlled studies should compare the MCT long-term effect with other evidence-based treatments for depression. Also, the assessment team only used part of the diagnostic interview based upon pre-treatment diagnoses. Using the entire interview, as well as SCID-II, could possibly have uncovered more diagnoses in the group, although the symptom- and life-satisfaction measures suggest that this was not the case. Another limitation of the study is that data were lacking on severity and length of new depressive episodes.

The present study has some important clinical implications. The study demonstrated that MCT for depression was associated with significant symptom reduction 3 years after treatment. Treatment was associated with reduction in the need for social benefits and an increase in work participation. The MCT protocol used in the study consisted of 10 treatment sessions, which is a relatively brief treatment and the results therefore indicate that this has the potential to be a cost-effective intervention. Future studies should therefore assess these parameters.
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